male who presented in the emergency department with chest pain, hoarseness, odynophagia, dyspnea, and cough. It started 7 days back with sore throat with fever. Examination revealed a swelling in the posterior pharyngeal wall and on right side of the neck. He had vocal cord palsy on right side. The computed tomography (CT) chest showed air and fluid pockets in the mediastinum and right pleural cavity [ Figure 1 ]. The patient was put on chest tube drainage and intravenous (IV) antibiotics (ceftriaxone, metronidazole, and aminoglycoside). Before the decision for surgery was finalized, the patient felt improvement symptomatically; and thus refused to give consent for surgery. He showed continuous improvement on conservative management and got discharged after a month. Around 1,600 ml of pus in total was drained.
Descending mediastinitis is a dreaded condition and in the presence of comorbid conditions like diabetes, immunocompromized state, hereditary or acquired, or chronic illness; mortality rate is as high as 67%. [2] For reasons unknown, it has a male preponderance with male to female ratio of 6:1.
[2] Hamman's sign (systolic crunch over the precordium) may be present. In complicated cases; evidence of sepsis, pleural effusion, empyema, pericarditis, and cranial nerve palsy may be found. Diagnosis is based on Estretra et al.'s, [1] criteria: (i) Severe oropharyngeal infection, (ii) X-ray features of mediastinitis, (iii) necrotizing mediastinal infection at operation or at postmortem, and (iv) relationship between the DNM and the oropharyngeal infection.
Most cases of DNM are limited to the upper mediastinum and can be adequately drained by a transcervical approach. Formal thoracotomy should be reserved for cases extending below the plane of the tracheal bifurcation. [3] The key to conservative management in our patient was natural drainage of mediastinum. Chest tube drainage alone is not recommended, but it can be tried along with intensive care in situations where either patient refuses for surgery or the surgical expertise is not immediately available.
Vivek Chauhan, Surinder Thakur Dear Editor, I read with interest the article titled "Impact of acetazolamide use in severe exacerbation of chronic obstructive pulmonary disease requiring invasive mechanical ventilation" by Bahloul et al., [1] where the authors have concluded that use of acetazolamide in mechanically ventilated chronic obstructive pulmonary disease (COPD) patients does not lead to decrease in the duration of mechanical ventilation. In this regard I would like to make the following observations. The authors had initiated 36 patients on acetazolamide who had ph > 7.42 with serum bicarbonate >26 mmol/L which were the cases and 36 other matched patients were the controls. A close look at the baseline characteristics reveals that the serum bicarbonate and PaCO 2 were higher in the cases as compared to the controls and serum creatinine was higher in the controls as compared to the cases. These differences have important implications.
It is possible that the cases and controls represent predominantly two different spectrums of COPD-namely chronic bronchitis (blue bloaters who have a greater degree of hypercarbia) and emphysema (pink puffers who have lesser degree of hypercarbia). Or it may be so that the cases represented patients with more severely compromised lung function (and hence higher PaCO 2 ) as compared to the controls which may be difficult to corroborate as spirometric data were not collected in the present study. The third possibility may be that since the incidence of acute renal failure was same in the case and control groups; but the creatinine levels were higher in the control group, the control group might be having more number of patients with chronic kidney disease (a point which the authors have not clarified). In chronic kidney patients, the ability to generate bicarbonate and hence to compensate for hypercarbia may be compromised. [2] Also the use of aminophylline use was higher in the case group as compared to the control group, a drug which is thought to have respiratory stimulant property. [3] These factors lead one to believe that the case and control groups were radically different even though they were 'matched' by the authors. To gauge the utility of acetazolamide on such two groups which are so grossly dissimilar, might have a bearing on the result and make it prone to biases. What would have been probably more rational is to compare the efficacy of acetazolamide within the case group or within the control group. Incidentally in a similar study 26 mechanically ventilated COPD were treated with acetazolamide by Faisy et al., [4] and were compared to a historical control who were matched with respect to both their serum bicarbonate and pH levels.
